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INITIAL COMMENTS

A follow-up survey was conducted from
November 14, 2007 through November 16, 2007,
to determine the facility's compliance with
previous condition level deficiencies cited on
October §, 2007. Clients #2 and #5 were
randomly selected from the five clients originally
sampled in October. Clients #6 and #7 were then
added to the samiple.

In addition, focused reviews were conducted in
follow-up to the October 5, 2007 survey, as
follows:

- Client #1's mealtime protocol, nutritional intake,
repositioning and adaptive equipment needs;

- Client #3's active treatment, physical therapy
and adaptive equipment needs; and,

- Client #4's active treatment, meaitime protocol
and ambulation/ physical therapy programs.

The findings of this survey were based on
observations, interviews with direct support and
administrative staff in the home and at a day
program serving three of the sampled clients, and
the review of records, including incident reports
and administrative records. The survey findings
determined that the facility was in substantial
compliance with all federal conditions of
participation; however, standard-level deficiencies
remained, as documented in the report that
follows.

483.410(a)(1) GOVERNING BODY

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:

{W 000} Bk

[

i
.

i

|

[

W10

(W 104}

[
i

i i'
i

ABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE

TITLE

ARS

(X8) DATE

11607

iny deficiency s?atemerit ending with an asterisk (*) denotes a deﬁéiénéy which the institution may be éxcused from correcting providing it is determined that

;thar safeguards provide sufficient protection to the patients. (See instruclions,) Except for nursing hames, thie findings stated
Mlowing thie date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans.o
ays following the date these documents are made available to the facliit d
rogram participation.

y. If deficiencies are cited, an approved plan of correc|

above are disclosable 90 days
fi correction are disclosabla 14
ion is requisite to continued

DRM CMS-2567(02-99) Previous Versions Obsolete

Event ID: DWQ412

i

i
T
]

Facility ID: 089G 118

Iflcontinuation sheet Page 1.of 22




DEC-S-2887 28:57 FROM:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

T0: 2824429438

F.5

PRINTED: 11/27/2007
FORM APPROVED
OMB NO. 0938-0391

| svaremenT oF peFIcIENCIES
| AND PLAN OF corRRECTION

(X1) PROVIDER/SUPFLIER/CLIA
IDENTIFICATION NUMBER:

09G119

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
: N COMPLETED
A. BUILDING !
B, WING R
' 11/16/2007

NAME OF PROVIDER OR SUPFPLIER

STREET ADDRESS, OIT(Y STATE, ZIP COl

1Dl

451

5 EDSON PLACE NE ])

WASHINGTON DQ 20019 |

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PRDV[DERS PLAN OF CQRRECTION

(EACH CORRECTIVE ACTIO
CROSS-REFERENCED TQ THE
| DEFICIENCY)

E APPROPRIATE

N SHOULD BE

(X5)
COMPLETION
PATE

(W 104}

W 111

 there are circumstances beyond the control of the

| 2. Cross-refer to W159.2. There was no

Continued From page 1

Basad on staff interview and record review, the
goveming body failed to ensure timely
implementation of its policy on adaptive
equipment: acquisition, replacement, modification
and repair, for two of the eight clients residing in
the facility. (Clients #1 and #3)

The findings include;

1. Cross-refer to W436. Interview with the
Qualified Mental Retardation Professional on
Novermnber 14, 2007, at approximately 3:00 PM,
revealed the agency had established guidelines
for timely acquisition, replacement, modification
and repair of adaptive equipment. According to
the adaptive equipment policy: "acquisition,
repair, modification, or replacement of adaptive
equipment shall occur within sixty days of the
date from when the need was determined. While

provider and or DDS that impact compliance with
this timeline, such as delays in insurance
approvals, every effort should be made to meet or
exceed this timeline and to follow-up with the
party responsible for the delay."

There was no evidence, however, that the
governing body actively monitored the
implementation of this policy to ensure timely
repair and/or replacement of wheelchairs for
Clients #1 and #3.

evidence that the governing body had monitored
the clients' adaptive equipment needs, to ensure
that the facility purchased and/or utilized properly
clients’ transfer slings and/or wedge for
positioning while in bed. .

483.410(c)(1) CLIENT RECORDS
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The facility must develop and maintain a
recordkeeping system that documents the client's
health care, active treatment, social information,
and pratection of the client’s rights.
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This STANDARD is not met as evidenced by:
Based on interview and recard review, facility

| nurses failed to update client records as
indicated, for one of the six clients in the sample.
(Client #4)

The findings include:

1. Nursing supervisors failed to provide oversight

to ensure accuracy of client records, as
evidenced by the following:

On November 15, 2007, at approximately 12:30
PM, review of Clisnt #4's Nursing Progress Notes
revealed that on November 10, 2007, 8:30 AM, a
nurse wrote the following: "slight pink area on
right hand. No pain noted. Area cleaned with
normal saline...PCP made aware." Subsequent
review of the Staff Daily Progress Notes in Client
#4's record revealed nothing unusual was
decumented on November 8, 2007, There was
no daily progress note from a direct support staff
for the morning of Saturday, November 10, 2007.
At 1:08 PM, the "day nurse” was asked about the
nurse's progress note and she stated thatf she
was previously unaware of any "pink areas"
discovered on Client #4, She did, however, state
that the client had receive a flu shot on November
9, 2007.

Initially,-this was being treated as if it were an
injury of unknown origin. However,-telephone
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interview with the LPN who had made the entry,
at 1:.16 PM, revealed that the nurse had indeed
seen the pink area on the "upper arm, near the
shoulder,” in the location where the client had
received a flu shot. Further interview revealed
that he had not been aware that the client had
received a flu shot on the day before. The flu
shot, however, had been documented in the
same Nursing Progress Notes, on November 9,
2007.

During the aforementioned interviews, the day
nurse indicated that the error of writing "right
hand" instead of indicating the upper arm was a
commaon error in certain immigrant populations.
However, the Director of Nursing had stated over
the telephone that the hand and upper arm "are
too far apart to get confused." Further review of
Client #4's medical chart failed to show evidence
that supervisory nursing staff had reviewed Client
#4's progress notes to ensure accuracy.

2. Nursing staff failed to update/ revise Client
#4's HMCP, to reflect a change in the client's
physical therapy programs and/or prescribed
treatment for pain.

a. On November 15, 2007, raview of Client #4's

' Health Management Care Plan (HMCP), dated

September 24, 2007, revealed "potential for pain
due to DJD;" though not spelied out, DJD stands
for degenerative joint disease. The HMCP
indicated that staff were to provide the client
range of motion (ROM) exercises and to monitor
far signs of pain. However, review of the client's
updated Individual Support Plan (1SP), dated
October 5, 2007, revealed that his physical
therapist and interdisciplinary team had changed

the programs and the client now was to ambulate .
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around the home and dance for up to 3 minutes
with staff instead of the ROM exercises. The
HMCP had not been updated to reflect the new
ISP objectives.

emoe.. vesponse) o
b. In addition, the HMCP failed to reflect the use U{) He,gor

of medication for treatment of joint pain. Client Wi 1“.%\ O“A Hh.a
#4's physician's orders (PQs) dated June 1, 2007 Sl
included a handwritten notation dated May 1, o
2007 for Tylenol 325 mg x 2 tabs was ordered as
needed for pain or temperature greater than 100
degrees. On October 2, 2007, the clienl was

evaluated in a hospital ER after experiencing pain . L ive Rexences respPanse
and swelling of his right thigh and foot. The ER (30 Cross i
discharge summary listed as primary diagnosis o W Z ?2"

“arthritis - degenerative." The primary care
physician's SOAP note dated October 4, 2007 did
not reflect Tylenol for pain; hawever, his SOAP
note dated October 13, 2007 included “P; Tylenol
for joint pain." The October 13, 2007 SOAP note
failed to specify the frequency/ parameters for
administration of the Tylenol. The most recent
physician's orders issued/ printed by the
pharmacy, dated September 1, 2007, did not
reflect Tylenol. Further review of the client's b
medical record failed to clarify whether the s
October 13, 2007 SOAP note was a continuation j
of Tylencl on an as needed (FRN) basis or i
whether it represented a change to daily/ routine e
treatment order. ;

3. Cross-refer to W252. Staff failed to enter
observed behavioral incident data into Client #1's
and #4's records, in accordance with behavior

programs. _ _ V\“ZO
. {W 120} | 483.410(d)(3) SERVICES PROVIDED WITH {W 120}

, OUTSIDE SOURCES

- The facility must assure that outside services- -
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Continued From page 5
meet the needs of each client.

This STANDARD Is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to effectively monitor
each client's day program to ensure that the day
programs provided services in accordance with
interdisciplinary team recommendations, for three
of the six clients in the sample. (Clients #2, #5
and #4)

The findings include:

On November 14, 2007, Clients #2, #5 and #7
were observed at their day program, beginning at
10:36 AM. Although the Qualified Mental
Retardation Professional (QMRP) had
documented a visit to this day program on
October 23, 2007, continued deficiencies were
identified, as foliows:

1. From 10:40 AM until approximately 11:50 AM,
Client #5 was observed seated in the lunch room/
cafeteria. She was seated in her wheelchair, next
to a dining table with no materials presented and
little ta no staff interaction. She was not observed
engaged in a meaningful activity throughout the
70-minute period. There were approximately
three direct support staff in the cafeteria with
more than 15 other clients. At 11:28 AM, review
of her Active Treatment Schedule revealed
"personal care, implementation of ADL objectives,
activity of choice, repositioning” between 9:30 AM
- 11:00 AM. The schedule then listed "lunch
preparation, choice activities, personal care” from
11:00 AM - 11:30 AM, and she was to have lunch
between 11:30 AM - 1:30 PM. Observations
revealed Client #5 did not receive continuous

{W 120}
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2. At approximately 11:02 AM, the day program in the C,\\Qﬁ\' etoris:
coordinator was observed walking in the cafeteria

[ - holding Client #5's high sided plate. He was

again observed walking to and from the "serving ‘ 9. R@fo@hc& \"Q;'EDPOWSQ- b
area" of the cafeteria holding her high sided plate, 5

at approximately 11:35 AM. At no time during this MO il
period, or while Client #5 ate her lunch (11:52 AM I
- 12:05 PM), was there a plate guard attached to
her plate ,in accordance with her mealtime

protocol. 'l“ &ZDHDU) uP \ul“(’h

Wi
3. At 11:01 AM, direct support staff at the day kX g’mﬂ) M m and PTOUldQ
program stated that Client #5 "eats by herself" 0-‘3 P 9“1 05
and no staff assistance was needed. A few - d (\AJ;‘LW\Q}‘ \‘(N-V\W\q
minutes later, interview with the coordinator also a Rk
indicated that she ate independently. At 11:52 Wgﬁmj, ol
AM, Client #5 was observed eating without staff i reSpoNse
assistance. She was spooning her food rapidly Pleo, reference
into her mouth. Staff did not provide her any +o WIZO0, 4\,

assistance. At approximately 2:50 PM later that
day in the residence, the Director of Nursing
described a technique by which staff encourage
Client #5 to eat more slowly. They also push
some of her food towards the back and side of

‘| her plate so that when she scoops her food, less
food ends up on the spoon ("a 1/2 a teaspoon

| instead of heaping"). The QMRP described the
same technique during an interview that started at
4:00 PM. She stated that this was the only way
staff could intervene withaut upsetting the client. ;
At 4:33, the QMRP acknowledged that she had :
not yet shared the information with the day ‘
program. During dinner, at approximately 5:25
PM, direct support staff in the home allowed the
clientto scoop foods without assistance (it was -
fast, and the.spoonfuls heaping). They then - - -
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" i coordinator retrieved her mealtime protocol,

| reflect "Do not give raisin bread” as indicated on .

demonstrated the technique of pushing foods to
the side and back of plate; the client's pace was
better controlled, as intended.

4, At 12.23 PM, Client #2's day program

dated June 1, 2007, from the cafeteria binder that
held protocols for all clients in Client #2's group.
The protocol had been developed by the day
program nutritionist. However, while this surveyor
was leaving the day program, at 12:49 PM, the
coardinator presented another mealtime protocol,
dated October 15, 2007, which he said he had
retrieved from a file in the nurse's office.

Interview with the QMRP revealed that she had
brought the protocol to the day program on
October 23, 2007, which was also documented
on the protocol by day program staff initials with
date. Comparison of the two protocols revealed
differences, as follows: (a) added to the October
15, 2007 protocol was a reminder to "See
Program to bring the cup to her mouth with
hand-over-hand assistance;" (b) the June 1, 2007
protocol did not reflect the "1 cup of milk, 1 cup of
water" served with lunch and "1 cup of water" at
FM snack, as indicated on the Octeber 15, 2007
protocol; and (c) the June 1, 2007 protocol did not

the October 15, 2007 protocol, There was no
evidence that day program staff were
implementing the revised protocol.

5. At 11:18 AM, direct support staff were asked
whether Client #2 stayed in her wheelchair all
day. She replied no, she was repositioned onto
mats either during the morning hours or in the
afternoon. She further indicated that another
class was using the mats at that time; therefore,
Client #2 would be repositioned after lunch. At

W0 #1-3,

doy proaram 5
and acl@;ﬁwe, e

tewe)e;.! "

Qmiep Wi aLso N
st the

N\A/ov i

Yo Vi
axe \m.()\amm\'\t

) RQQ&\“QV\C:& respoire 4o

(&) GMRP um\ folloud- L with

address post i oningy

& S
‘o Q\ei:m:\f?ns.

\2-14-o1

WS and [PMYY

bu.tpme,nf‘

s

FORM CMS-2667(02-99) Previous Versions Obsolete

Event ID: DWO412

Facllity ID; 09G119

If continuation sheet Page 8 of 22




DEC-9-2e@d7 cd1:B1  FROM:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: 20244294508 P.12

I
o
b

PRINTED: 11/27/2007
FORM APPROVED
OMB NO. 0938-0391

approximately 12:25 PM, review of the client's
Reposition Chart for November 2007 revealed
that she was repositioned once per day, Each
entry for November indicated that it occurred in-
the morning and instead of being on mats, the
chart indicated "wheelchair tilted" for each day
documented. At 12:30 PM, the coordinator was
asked about Client #2's repositioning. He stated
that he personally repositioned her to a mat
during the afternoons. He acknowledged that he
was not documenting the afternoon repositioning.
On November 15, 2007, at 10:25 AM, the QMRP
stated that she had not requested repositioning
charts from the day program and had not
observed Client #2 being repositioned at the day
program. She acknowledged that she had not
verifiad that the client was repositioned at least
every two hours, in accordance with her annual
plan, dated June 22, 2007.

It shauld be noted that interviews with the QMRP
on November 14, 2007, at 9:37 AM and
November 15, 2007, at 10:25 AM, revealed that
she had not observed either Clients #2 or #5

receiving their lunch meals during her October 23,

2007 visit. She acknowledged that she had not
returned to the day program since then to verify
that staff were properly implementing their
mealtime protocols, including use of adaptive
equipment.

It should be further noted that during the
Navember 15, 2007, interview, at 10:25 AM, the
QMRP acknowledged that she had not sought
documentation from the day program or
otherwise tried to verify through observation that
day program staff were repositioning the five
clients at ledst every two hours in actordance
with their plans.
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RIGHTS Rk
The facility must ensure the rights of all clients.
Therefore the facility must inform each client,
parent (if the client is 2 minor), or legal guardian,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.
This STANDARD is not met as evidenced by: Thlf-‘? %\ﬂﬁé&ﬂ_’)\ U)\u b@ W\&
Surveyor: Dugger, Gayle 0% emdmd ib\{;
Based on observation, interview and record o
verification, the facility failed to ensure the right of '
each client or their legal guardian to be informed
of the client's medical condition, developmental -
and behavioral status, attendant risks of -
treatment, and the right to refuse treatment for : -
one of the four clients in the sample. (Client #4) 4 RQ‘QUW’ Ve SpoNEe o Wi
' oference; Tesponse o 30,
The finding inciudes: 4 ' &’We 1242001
W3 . 2-3; i ongeing
The October 5, 2007 recertification survey had A pg Le uo or)
revealed that the facility failed to document having 4 QmRP wil \ (’Dmo“d- 3%\
reviewed Client #4's Behavior Support Plan (BSP) 0 CllSC/u%vS CAieny N
with his legal guardian. The BSP incorporated ort an
the use of restrictive technigues to manage his {Z)e,\f\o.\)\of ULPP chive l’@hm %
behaviors. On November 14, 2007, at and use O(; restv ¥4
approximately 2:45 PM, the Qualified Mental riles /bem'}‘b cmd ﬂgm‘ to
Retardation Professional (QMRP) stated that ent
Client #4's court-appointed guardian had not m&u&& Ww‘ ‘
attended the interdisciplinary team annual ISP )
rmeeting on October 5, 2007, which was verified
by review of the attendance sheet. The QMRP ¥
further stated that she had not telephoned or b
otherwise had contact with the legal guardian
since the October 5, 2007 survey. $oeoee

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:DWQ412

Facllity ID: 09G119

if continuation sheet Page 10 of 22




DEC-S-2dy7 21:82 FROM:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

TO: 2624429438 P.14

PRINTED: 11/27/2007
FORM APPROVED

OMB NO. 0938-0391

RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility’s Qualified Mental Retardation
Professional (QMRP) failed to adequately
maonitor, integrate and coordinate each client's
active treatment programs, for five of the six
clients in the sample. (Clients #1, #2, #3, #5 and
#7)

The findings include:

1. Cross-refer to W120. The QMRP failed to
monitor to ensure that day programs

- implemented clients' mealtime protocols, as

updated on October 15, 2007.

2. The QMRP failed to ensure that transfer
sheets were used as recommended for Clients
#3, #7 and #2.

a. Client #3 was observed seated in his
wheelchair on November 14, 2007 at 8:52 AM,
The review of Client #3's physical therapy (PT)

@ Gl wil
17 kel ronin
andqu‘c;\f

Tho 3\@“&@& u)l\ be. wed

(2) QP Mderéd Ws%r sheets,
or #3, #7 and H#2,

prmfldl& &61&;}1071

D
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Cross-refer to W331.2-3. On November 15, ARy
2007, at approximately 3:20 PM, interviews with :
the QMRP and nursing staff, in conjunction with a :
review of the client's medical and active treatment C
records, revealed changes in his willingness to i
participate in physical therapy programs/ i
activities. There was no evidence of a
comprehensive joint evaluation in the record. ' :
{W 159} | 483.430(a) QUALIFIED MENTAL w159 w159 ;;

(1) Cross rda’,lvu’/ response. o 1121007
wizo %;

0ngLAG)

os n{::ded\ ci‘id

e o seyrvations
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Cross~refer to W331.2-3. On Navember 15,

2007, at approximately 3:20 PM, interviews with

the QMRP and nursing staff, in conjunction with a

review of the client's medical and activertreatment

records, revealed changes in his willingtess to

participate in physical therapy programa/

activities. There wasino gvidence of a

comprehensive joint evaluation in the record.
{W 158} | 483.430(3) QUALIFIED MENTAL w159} W59

RETARDATION PROFESSIONAL

Each client's active treatmert program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

“This STANDARD s not inet as evidenced by:

Based on observation, interview and redord
review, the faciity's Qualified Mental Retardation
Professional (GMRP):Tailed to adequately
monitor, integrate and coordinate each ¢llent's
active treatment programs, for five of the six

#7)
The findings include: .

1. Cross-refer fo W120. The QMRP failled to
monitor to ensure that day programs

-implemented clients’ mealtime protocols, as

updated on Octaber 15, 2007.
2. The OMRP failed to ensure that frangfer

sheets were used as recommended for Clients

#3, #7 and #2, : .
z. Client #3 was observed seated in his . C@ MMP wi [l p[{)\fld/& %hgno’l
wheelchair on November 14, 2007 at B:H2 AM:* | #+ '~ -[% etplk \nading s neede IR

The review of Client #3's physical therapy (PT)

clhents in the sample. - (Clients #1, #2, #3, #5 and

Thio Standard, witl be. mey
os eadenced byt

) Cross velerence bespmeea o [1220:07
Wizo g

(2) QMeP serd, tansier sheel<,
bor 3,47 and 42, -

forduct voudine doservalions

—y
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{W 159} | Continued From page 11 w159} WIS, con\“mue,& e
assessment, dated April 24, 2007, on Nbvember _ -
16, 2007 at 2:37 PM revealed a transfer sling was Yo fusther exsure. opEWNoy
recommended, Interview with direct cate staff Lsaae ef the, tans | shiPos.

and observation on November 16, 2007 3:00 PM
revealed the transferisling was in the client' s
bedroom. Interview with the QMRP at 3:15 PM’ 4 l 3
indicated that the transfer sling should be placed wonose wed%e O HOW,
underneath the client:\when he is in his GMEP Um p P
wheelchair. The client-was observed returning :
homa from his day program at 3:40 PMon _ :
November 18, 2007 without his transfersling in Pﬁ&fl‘f)fw TESpONSR Yo Wztd

his wheelchair.

b. On November 14, 2007 at 8:20 AM Client #7 '
was observed seated in her wheelchair, The _ Relerence. (2spONSS o w2uQ,

review of her PT assessment, dated June 16,
2007, revealed a reconumendation to purchase a

transfer sling. Observation and interview with
staff on November 15, 2007 at approxirmately Cress relerence, vespense o
2:50 PM revealed theitransfer sling was in the W 252,

client's bedroom. Interview with the QVIRP at 2:54
PM revealed the transfer siing should stay with
the client to ensure proper lifting.

c. On November 14, 2007, at 6:43 PM, the
QMRP and a certified' nursing assistant were
observed transtering Client #2 from her
wheelchair into a recliner in the living roem. They:
had some difficulty getting the client, whose
records indicated was obese, through the _
process. On November 15, 2007, at 6:90 PM, tha
QMRP canfirmed that there had been sqme
difficulties in transfering the client She further
indicated that Client #2 was resistive to
partuicipating in the transfer process to any
degree. At 7:02 PM, review of Client #2%5 PT
assessment, dated June 16, 2007, revedled a
recommendation to purchase a "transfensling” -~ -- " - [.--~
and a "wedge to use with reposltioning while.in - | - R
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bed." At 7:11 PM, observation of the cltent's bed
failed to show evidence of a wedge pillgw and
there was no transfer sling in the client's
wheelchair or in her bedroom. Af that time, the
QMRP acknawledged that neither the ttansfer

| sling nor the wedge piflow had been puichased to
meet Client #2's assessed needs.

3. Cross-refer to W210. The QMRP failed to
ensure that Client #4:received an updated
Occupational Therapy assessment, timely.

4. Cross-refer to W249. The QMRP falled to
ensure that all staff were trained to effedtively
implement Client #2's spout cup
(hand-over-hand) training objective.

5. Cross-refer to W252. The QMRP falled to
ensure accurate documentation of Client #1's and
Client #2's behavioral incidents and Client #3's
physical therapy objectives.

{W 210} | 483.440(c)(3) INDIVIDUAL PROGRAM PLAN o 210} W210
Within 30 days after admission, the ' ‘
inferdisciplinary team: must perform accurate Ha,, 0 dG ! met
assessments or reassessments as needed to T\\Ub Sk‘ n N,M _[b& '
supplement the preliminary evaluation conducted as &U@M b‘j ‘

prior to admission.

This STANDARD Is not mat as evidenced by: | - QP will PUWL@ o doham 'z 9512_-'07
Based on observation, interview, and record , oy ’ -r ong “{4
review, the facility failed to ensure that wdﬂl& OCUW ’ﬂ%‘@/
assessments had been completed within 30 days

after admission by the interdisciplinary t¢am for ﬁs;:.eec,mwv\’ P‘D'f M 4 q’ y

one of the six clients in the sample. (Cliant #4)

-

The finding includes: -
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On November 15, 2007, interview with the
Qualified Mental Retardafion Professional
(QMRP) revealed that Client #4 remainéd withoui
a current Occupational Therapy assessment.
The most recent assessment was dated
Septemnber 26, 2005.

(W 249} | 483.440(d)(1) PROGRAM IMPLEMENTATION | {w245)| W 2H4Q

As soon as the interdisciplinary team has
formulated a client's individual programplan,
each client must receive a continuous active
freatment program consisting of needed
interventions and services in sufficient riurnber

angi frt_equepcy tp su;')port ﬂ_1|=.- _ac_:hievemant of the Tﬁw S[nnd,a_:d w; u b& mét
g::ajl?:tlves identified in the individual pragram as el d,enoed b(j s

This STANDARD is not met as evidended by:
Based on observation, interview and regord
reviaw, the facility failed to implement plograms
as outlined in the Individual Program Plans
(IPPs), for one of the six clients in the sample.

(Client #2) ‘
The finding Includes: | , QMR rivirse. Wi WL contiuue. to 3-'3‘3-\7(1
. - n . ney)
On November 14, 2007, a direct support staff O tor mealhwws ; Q d {%&bﬂdﬁ ,
person was observed feeding Client #2 her nde dwechion on
dinner. After spooning approximately 5 spoonfuls ‘ Pm b ensure O ol
of food, the staff took the client's spout eup and . S heﬁd.ﬂdl » % . ! 1(6‘
‘| 'dropped' a drop or two of water into thenclient's e u)[,{‘h "\’W'S 8 it g
Vo ot y . comphan
mouth, before resuming with the feeding. She .

repeated the process again and throughout the
meal. At no time was the staff observed to offer
or encourage the clignt to place het hantl onthe | -
spout cup. On November 15, 2007, at 10:12 AM, |-

FORM CMS-2567(02-98) Previous Versions Oksclete Event ID:DWO412 Facility ID: 03G119 i continuation shest Page 14 of 22
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was reflective of client's performance, far three of
the six clients in the sample. (Clients #1, #3 and
#4)

The findings include:

1. On November 14, 2007, at approximegely 7:000
AM, Client #1 was observed displaying
inappropriate behavicr at the breakfast table.

She screamed and tried to grab or strike Client #8
with her hand. Client#1 knocked over a
mesltime protocol that was on the table. Direct
support staff intervened and when the client did
not immediately calm .down, they wheelad her inta
the living room area and away from the tther
clients. On November 16, 2007, at appioximately
3:45 PM, review of the client’s behavior support
plan (BSP), dated October 5, 2007, revealed that
"screaming” and "reachirig for/ grabbingiothers"
-were both {argeted maladaptive behavtd‘s The
BSP instructed staff to document every - -

i & W\NNEEL

ourea B, PoUL DV\%OW\O}
mcm/cmuv\q andl ouersigid-

o encwte Arad doka. colleckion
5 actwnte ond reflects
dwiducd. perbormancel,

&mdfq reference. reépm&e,{-a
W zsz #

1ot WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION - o I
T BE PRECEDED BY'FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETIO
"?EE"‘ R‘E%ﬁ%%??%%c:sg?gmﬂmwe INFORMATION) TAG CROSS REFEREgCE:EIEé Jz?q gﬂﬁ APPROPRIATE DATE
{W 248} | Continued From page 14 {W 248}
review of the client's IPP revealed a program for
Client #2 to "participate in bringing her aup to her
mouth-to drink when given hand over hiand
assistance..." Staff were not observed
impiementing the program as written during
dinner on Novermnber 14, 2007.
{W 252} | 483.440(e)(1) PROGRAM DOCUMENTATION W 252} \W2s2Z
Data relative to accomplishment of the eriteria
specified in client individual program plan
cbjectives must be documented in mea&urable
terms. Tha Sandard, u.')l il loo met
This STANDARD is not met as evidended by: \
5 Based on observation’ staff interview and record (p Qm@ W4 u mude, @ddt!ﬂt’)\ﬂo—
verification, the facility failed to collect data that - 1 \242 :07

ongomﬂ
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- minutes later, however, revealed that staff had

Continued From page 15

occurrence. Review of Client #1's behavior data
sheets a few minutes later, however; revealed
that staff had not documented the behavioral
incident in her record.

2. On November 14, 2007, at 4:55 PM, Client #4
was nbserved in the front foyer engaged in
karaoke activities with direct support stff and the
Qualified Mental Retardation Professiorsal
(QMRP). At approximately 5:00 PM, the QMRP
presented an alphabet puzzle board to Rim, twice:
He rejected the puzzle board and slapped his
face a few times, Heicomplied with the QMRP's
request that he keep his hands away fram his
face. At approximately 5:30 PM, Client #4 was
observed in the front foyer with a direct support
staff person, The client was stimulatingihimself
manually in his genital area. The staff person
suggested that he move his hand away, and he
complied. On November 16, 2007, at
approximately 3:49 PM, review of Client¥#4's
BSP, dated August 19, 2007, revealed that "face
slapping" and "public masturbation" were hoth
targeted maladaptive behaviors. The B§P
instructed staff to document every occurrence.
Review of Client #4's behavior data sheets a few

not documented the behaworal mcndent in his
record.

This is a repeat deficiency. Sée Federal
Deficiericy Report, daited October 5, 2007 -
Citation W252.

3. Interview with the QMRP at 4:10 PM on
November 16, 2007 indicated that Clientl#3 had a
program objective which stated that he "will
tolerate stretching to his lower extremitiels daily-

for-2 minutes each stretch for 6 months.* Further | .

(W 252}
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review of the instructions for completing the
objective revealed that four different stretching
exercises should be attempted during each
session and that the number of repetitions
performed of each exercise should be
documented. Additionally, the program
instructions revealedithat program should he
implemented daily and documented daily.

Documentation reflected that the objective was
implemented daily in October 2007; however the
number of repetifions performed was
documented only on October 7, 2007. Frogram
data for November 2007 was collected three
times & week and the number of repetitions
performed was not documented, Thera was no
evidence data was collected in measurable
terms.

4. Interview with the QWMRP on November 18,
2007 at 4:07 PM revealed that Client #3had a
program goal to improve his static sitting balance
which was implemented twice daity. Review of
the objective revealed that the client "will sit on
the side of his bed for two minutes thred times a
day." Program data for October 2007 indicated
the program was implemented oncs a day on
three days a week, Program data for Nobvember
2007 reflected the proagram was impleminted
twice daily on November 14, 2007 and 15, 2007
and one time a day on November 2, and
November 5, 2007. Interview with the GAMRP
indicated that the frequency of the progiam
implementation was recommended to be
changed from three times a day to two times a
day. There was no evidence data was cullected in
measurable torms. '

c. Client #4 had a goal to lmprove his bed -
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mability. The objective "will roll in bad with
maximum assistance from staff using bedrails for
5 repetitions 2 times a day at 100 % acguracy."
Instructions reflected that data should be
collected two times a:day. Record verification
revealed that data was collected once aiday on
13/31 days in October 2007. Review of November
2007 data revealed data was collected énce a
day every other day There was no evidénce the
data was collected as recommended to monitor :
the client's performarice in the objective: .
W 263} | 483.440(f)(3)(i) PROGRAM MONITORING & w263 \AJ26™>
E

CHANG & U b
X ora wi <
The comrmittee should insure that thesesprograma "o Sio.nd

are condycted only with the written informed mer as el . bﬂ ’
consent of the client, parents (if the cliest is a '
minor) or fegal guardian.

This STANDARD is not met as evidenced by: Reference vesponse Jo WiZ4, Uo7
Based on observation, interview and reanrd A crsqomﬁ)
review the facility failed to ensure program which ' Con . /

incorporate restrictive: techniques and uge of @W\,@P will dphllﬂ 1m6(£me

behavior modification were conducted only with eensent Will be oblan “

written informed consent of the client, orlegal
| guardian for one of the four clients in the the
sample, (Client #4)

The finding includes:

There was no evidence of written informad
consent for the use of Client #4's Behavior
Support Plan, which incorporated the use of
restrictive measures, [See W124]

{W 438} | 483.470(g)(2) SPACE AND EQUIPMENT wazs} A L}g(o

| The facility must furnish, maintatn irf good repair,
and teach clients to use and to make infermed

FORM CMS-2567(02-99) Pravious Verslona Qbsolete «  Evant1D:DWO4dl2 Faclilty (D: 093119 If continustion sheet Pﬁgé 18 of 22



a. On Novembaer 14, 2007 at 8:52 AM Client #3
at was observed seated in a wheelchair with his
feet resting on the floor and hips not at the rear of
chair. Interview with the nurse indicated that a
new wheelchair had bean ordered for the ciient.
Interview with the QMRP at 8:62 AM revealed the
client brought the wheelchair from the nursing
home when he was admitted on March 26, 2007.
The QMRP indicated that PT evaluated the
wheelchair to determnine its appropriateness for
the client.. -

The old wheelchair was assessed by the home
manager on April 20, 2007 and determined to -
need the seat bracket'secured to the frame and
the right brake repaired, The PT conducled a
comprehensive assessment on April 20,2007
and recommended the followlhg repairs; -
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{W 436} | Continued From page 18 {W 426} N !

choices about the use of dentures, eyeglasses, W 43("1 contin ,‘
hearing and other communications aids, braces,
and other devices identified by the-
interdisciplinary team as needed by the ciient.
This STANDARD is not met as evidenced by: -‘“'ué Sten da«‘d wi u ho. md-
Based on observation, interview and reaord e & .
verification, the facility failed 1o ensure that as &)Lde” b}f
adaptive equipment identified as needed by the
interdisciplinary team were furnished and
provided for three of one of the six clients residing
in the facility. (Clients #1, #3, and #7)
The findings include;
1. The facility failed to ensure timély repéir of Q‘) GW\@P w»li @Mhm i??g
client wheelchairs, as:follows: Bollow - wp and. Sh 00007

Wihed chnai™ ioncernS for 'mqam@

clienr 2.

Neanrding To PrEVIOLS
(}W (C!\qu‘@n,'\' chave
& ",

Relerence V‘%pom,e %wISG{,‘

Event 1D: DWO42Z
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{W 436} | Continued From page 19 i : {W 436} wq%, C,Oﬁ‘h NALO d .
a) Seat bracket misaligned :
b) Chest straps loose and meffectlve

Release tabs on armrest darﬂaged @W LUI H amrd" V\GIL aAAr‘wﬂQ_

c)
d) Right brake dam{aged i
e) No anti tippers [] | explt +m\y\\r\9 as ne

The PT recommended to repalr the old
wheelchair and to use itas a bétkup until a new
chair could be obtaiped. Recordireview revealed
a physical therapy assessment; ‘dated April 24,
2007 which recommended a new wheelchair and
seating system. A correspondmg 719A dated July
9, 2007 for a new wpeelchaur with .custom seating
was observed in the clients record At the time of
the survey, the nght brake and {he release tables
on the armrests continued to be damaged.
Further interview with the QMRE indicated that
the approved 719A for the new Wheelchair was
forwarded to the vendor, howeVer the vendor had
not responded.. There was no evidence Client #1
received timely repair to his wheelchair to ensure
‘that it was maintained in a fully pperable goad
condition until he reﬁ:elved his new wheelchair.

———

b, On November 14 2007 at 8: 30 AM,
observation of the nght wheel of Client #1's
wheelchair revealed that it was bent and the tires
very worn (chunks of rubber were missing). A
large hole was observed on the: Ieft side of the
seat of the wheelchalr Interwew with the QMRP
on November 14, 2007 at apprommately 9:38 AM
revealed repairs had been requested for the
wheelchair.

| :; ;

Record review reveéled an adaplive equipment
assessment dated August 9, 2006 as follows:

a) Seatmg system 'on both old: and new chairs is
torn - - ’

b) . Broken hydraulics on old chaur .

- T
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c) . New tires needed for old chalr

d) Brakes not engaging properly:

e) Recommendatipn for seat répairs for tear.
Wheels too ald ; chair needs replacement

A wheelchair assessment dated June 30, 2007
revealed a need foritire replacement, brake
repair, and repair of the seating] system Recard
review revealed a signed 719A! ‘dated July 15,
2007 for repairs on the seating éystem
replacement of tlres'. and brake reparr A second
wheelchair assessment dated August 10, 2007
also documented worn wheels/tires and that the
brakes did nat lock properly. A: 719A dated
B/10/07 for replace ent of tires and brake repair
was observed in the client's record. The
wheelchair vendor's assessment en August 23,
2007 revealed a braken tilt cable, damaged rear
wheels (both), no head rest, no: chest harness,
The broken items oh the chair Were
recommended to be replaced. [t was noted on
the assessment ho\lvever that the manufacture of
the wheelchair could not be located. Record
review revealed an October 2, 2007 physical
therapy assessment which statéd the client
damaged her most fecent wheelchalr and was
using her old custom molded wheelchalr
Follow-up on the wrleelchalr repalrs was
recommended., ;

The QMRP stated that the cllent‘s mast recently
received wheelchalr was not in the facility. The
review of Client #1' s health marlagement care
plan revealed a reccmmendatlon that her
wheelchair be ma|ntalned atall rt mes. There was
no evidence, however, that Client #1 received
timely repairs to her, wheelcharr(s) to ensure that
they were maintained in good ccndrtron : i ' - .

l
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2. The facility failed to furnish fhe recommended
knee braces for Cliénts #3 and; 7

I\ E

a. Interview with the Qualified Mental Retardation
Professional (QMRP) on November 15, 2007 at
4:18 PM indicated that Client #3 went on
appointment to be assessed for] the
recommended kneé brace at a‘rehabilitation
hospital on October 31, 2007. Further interview
with the QMRP revéaled the rehabilitation hospital
provided pictures of various knee braces from
which a selection was made and forwarded to a
company able to provide the knee brace. The
review of the physigal therapy assessment dated
April 24, 2007 revealed the kneé brace was
recommended at th'at time. There was no
evidence the knee brace had obtamed for the
client. | ;

{

b. On November 1i1 2007 at 3*&0 AM Client #7
was observed seatéd in her wheelchalr The
review of her physmaf therapy aSsessment dated
June 16, 2007 revealed a recornmendahon to
purchase knee brages to |mproVe her knee
extension range of motion. transfer sling.
{nterview with dtrecistaff on Nodember 15, 2007
at approximately 2:50 PM mdmated that the client
did not have knee braces Interwew with the
QMRP on November 15, 2007 at 3:18 PM
indicated that Cllent #1 dld not have knee braces.
There was no evrdence the phySIcaI therapist's
recommendation for knee braces for Client #7
had been addressetﬁ "i i

3. Cross-refer to W1 59.2, The’ facullty failed to
make available and}or utilize properly clients'
transfer slings and/or wedge for. posmomng whlle
fn.bed. : I

0o

QMEP will %(low&up WA
el TS 08
i;mz,\gm et ol edoptne

eggupment needs are-

Knee broces for chenk #7
will oe ordered as tecommindes

OWEP will wauntaun Ancuwentathor

loward LLLAILNG, chl
recommend ed Wmmj’/

eHUP ek nPaLFS |

Treakmenk Spaaralust Wil
gf)ivtﬁ\ue Yo doCumend
ctatus/aondition or -
2y e,

wh dncur on QAwe

-~

\2:18:07
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{1 000}
November 14, 2007
October. Residents
to the sample.
In addition, focused
follows:
- Resident #1's mea

intake, repositioning
needs,

INITIAL COMMENT|S

A follow-up survey was conducted fram

through November 16, 2007.

Residents #2 and #5 were rand,_qmly selected
from the five residents originally sampled in

#6 and #7 were then added

i
1l
F

H .
reviews werfe conducted in

follow-up to the October 5, 2007 survey, as

time protocj&ﬂ,; nutritional
and adaptiV'e iequipment

- Resident #3's activ,

programs.

{1 047}
Each GHMRP shall
GHMRP, are suited

Habilitation Plan.

verification, the facilit
served away from the

e treatment physucal therapy

and adaptive equupment needs; ]and
- Resident #4's active treatment, mealtime
protocaol and ambulat:on/ physu:z’l therapy

1 i !
V .u

The findings of this $urvey were:based on
observations, mterwews with direct support and
administrative staff in the home @nd at a day
program serving three of the sampled residents,
and the review of records, including incident
reports and administrative records,

3502.5 MEAL SERVICE / DINING AREAS

be responslble for ensuring

that meals, which are served away from the

to the dietary needs of

reSIdents as indicatad in the Ind:\ndual

This Statute is not met as ev1dehced by:
- Based an observatiop, staff lnter‘wew andrecord

ty failed to efjsure that meals
e GHMRP sL |ted the

{1 000}

o7
25025

{1 047}

0s eddencec)

This ‘ot'ai'u/te_ \NIL{ be met
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{1 047} | Continued From page 1 i {1047}
i

residents' dietary needs, for ong of the six
residents in the sample. (Resident #5)

i
b

- The findings include:

On November 14, 2007, Resident #5 was
ohserved at her day program, bedinning at 10:36
AM. Although the Quallfled Meptal Retardation
Professional (QMRP) had documented a visit to
this day program oq October 231 2007, continued
deficiencles were ldlentmed as follows

1. At approxnmately 11:02 AM, the day program RQ(—CV{,VI L fespoNse, \»o
| coordinator was observed walklr‘xg in the cafeteria ' . \7."20\01
»| holding Resident #5's high sided plate. He was ¥'6C\Q)(OJ\ Dejﬂuﬁ'ﬂ Q@porf’ onQOH\C}
again observed walklng to and trom the " serving . ‘
area" of the cafeterla holding heﬂ' high sided plate, \AM?,O Md U\S l601 '
at approximately 11 35 AM. Atio time during :
this period, or while; 'Resident #5 ate her lunch
(11:52 AM - 12:05 FlM) was there a plate guard
attached to her plate in accordance with her
mealtime protocol. At approxiniately 12:05 PM,

the day program cobrdmator stated that she was
to use a plate guard at her mealé

2. At11:01 AM, dlréct support staff at the day
program stated that Resident #5[ "eats by herself*
and no staff assistance was needed A few
minutes later, interview with the: coordinator also
indicated that she a}e independently. At 11:52
AM, Resident #5 was observed:eating without
staff assistance. She was spoohlng her food
rapidly into her rnourfh Staff did not provide her
any assistance or prompting to slow her pace.

At approximately 2:50 PM later that day in the
residence, the Dlrector of Nursmg described a
technique by which staff prov:de wverbal prompting
for Resident #5 to eat more slowly Staff also use
a second spoon to push some qf Her food

Health Regulation Administration . o
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the information with t

November 15, 2007

verify that staff were

equipment.

Each GHMRP shallit
preparation and serv

staff training records,

every meal.

The finding includes:

{1 047} | Continued From page 2

towards the back and side of her plate Doing os
| meant that the resident scooped less food into
the spoon ("1/2 a teaspoon lnstead of heaping”).
The QMRP described the same technique during
an interview that hegan at 4:00° I5M She stated
that this was the only way staff gould intervene
without upsetting the resident. At 4:33 PM, the
QMRP acknowledged that she Had not yet shared

care of equipment, and food pre
to maintain sanltary,condlttons at all times,

:[*f

he day prdgram

It should be noted that lnterVIews wnth the QMRP
on Navember 14, 2007, at 9:37. AM and
at 10:25 Alyl, revealed that
she had not observéd Resident;#5 receiving her
lunch meal during her Qctober 23 2007 visit to
the day program. She acknowle‘dged that she
had not returned to the day prog\'am since then ta
properly |mplementmg the
mealtime protocol, including us:\g7 df adaplive

M
!ﬁi

{1 056} 3502.14 MEAL SERVICE / DINING AREAS

rain staff i |n

i
1

This Statute is not met as evidéhced by:
Based on interview and review ¢f personnel and

the GHMRP failed to

ensure that a certifiad food hanc,ijer was available
on site during the preparation an

i

On November 15, 2007, at appraximately 10:30
AM, the QMRP indicated that she was unsure

the storage,
ing of food; the ¢cleaning and
baration in arder

d serving of

{1047}

gose} | (LOSL)

zs02 .14

The Satuwe wlll be
mer s codenteo

oy’
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about which staff h d current food handler's h\(w S“‘PPOH, 9’\'AF€ will
certifications. She sought documentatlon from Zf) 90?& & \ e
the corporate office, Review of the personnel m’ sh o d ‘H/\P,
information that was sent from the office later that nexf Lo handlers
day, at appmmmately 4:10 PM,, revealed no . . {?_:28‘07
evidence that the GéHMRP ensured that a certi ficodion . A ongol hﬂ
certified food handler was on dUty for meal r i
preparation and service at every shift. The only “Tain Vlg MQnani no bf Q
individual with a current food hahdlers r\\’mM,Q. Y10
certification was the House Manager. Personnel rack S‘H*(:G hamoe_
records indicated that 11 out of 12 direct support
staff were without current food Hand[er 5 Qﬂd
certification. i ne
i
1206} 3509.6 PERSONNEL POLICIES tz08p | (120G )
Each employee, prior to employf’nent and 550('?: @
annually thereafter, shali provnde a physician's
certification that a health inventory has been —TNS Sb+w\-e_
performed and thatthe employee‘ s health status @_ as ev LdeﬂOe_A 3
would allow him or her to perform the required W
duties. :
H
This Statute is not net as evidénced by: (\/w{ M &KL
Based on mterVIerv and record review, the f&/lf W'&U bl 06@)% 12:18 07
facility failed to show evidence of a current health
certification/inventory for all personnel Wtu, h{ UI/)MLMA %\ M
The findings include: ’ | m
1 AL OO Soua{
Review of personnel information made available
during the revisit, on November: 15, 2007, at WU\J/\M
approximately 2:00 PM revealed no ewdence of }
.a current health cerhflcatlonllnventory for the - - . }
following individuals|working wnth the residents:
- 1 of the 12 direct support staff (81) and
"Health Regulation Administration
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Continued From page 4

- 1 of the 10 nurses|(N1) j

- the social worker

3514.2 RESIDENT RECORDS j;

Each record shall be kept current dated, and
signed by each mdnhdual who makes an entry.

This Statute is not rL‘\et as evnde hced by:
Based on interview and record rewew the
GHMRP failed to uppate re5|deht records as
indicated, for two of the six resid =nts in the
sample. (Residents/#1 and #4) ‘

The findings include

1. Nursing supervisors failed toprovide oversight
to ensure accuracy of Resident #45 medical
records, as follows: | i

On November 15, 2007, at approx;mately 12:30
PM, review of Re5|dent #4's Nursing Progress
Notes revealed that on November 10, 2007, 8:30
AM, a nurse wrote tne following;, “sllght pink area
on right hand. No paln noted. Areax cleaned with
normal saline...PCP|made aware.” Subsequent
review of the Staff Daily Progress Notes in
Resident #4's record revealed nothlng unusual
was documented on|November 9 2007. There
was no daily progreés note for the morning of
November 10, 2007.| At 1:08 PM, the "day nurse"
was asked about the nurse's progress note and
she stated that she was prevlously unaware of
any "pink areas" discovered on Resident#4. She

. did, hawever, state that the residant had received

a flu shot on November g, 2007

Initially, this was being treated as |f it were an

{

{
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Continued From page 5 :

injury of unknown o}’ngm Howe‘ver telephone
interview with the LlibN who had| lmade the entry,
at 1:16 PM, revealeld that the nurse had indeed
seen the pink area on the "uppér arm, near the
shoulder,” where the flu shot had been

administered. Further interview révealed that he
had not been awans1 that the reéident had
received a flu shot én the day before. The flu
shot, however, had ‘been documented in the
same Nursing Progress Notes, on November 9,
2007. ( i

-[1

During the aforementioned mterw(aWS the day
nurse indicated that the error of [vvrltmg ‘right
hand" instead of indicating the ypper arm was a
common error in certam immigrarnit populations.
However, the Director of Nursing had stated over
the telephone that the hand and upper arm "are
too far apart to get q:onfused " Hurther review of
Resident #4's medi¢al chart faIIEd' to show
evidence that superyvisory nursing staff had
reviewed Resident #4 5 progresé notes to ensure
accuracy. i
2. Nursing staff falllad to update{ revrse Resident
#4's HMCP, to reﬂect a change.in.the resident's
physical therapy praograms and/or prescribed
treatment for pain, és follows: fi! ;

‘ i
a. On November 15 2007, revnew of Resident
#4's Health Management Care Plan (HMCP),
dated September 24, 2007, revealed "potential
for pain due to DJDj" though not spelled out, DJD
stands for degenerative joint dtséase The
HMCP indicated that staff were: ito; provide the
resident range of motlon (ROM) exercises and to
monitor for signs of ;pam However, review of the
resident's updated individual Sup'port Plan (I5P), -
dated October 5, 2007 revealed that his physical

therapist and interdisciplinary team had changed

{1 291}
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ambulate around th

The HMCP had not
new ISP objectives,

Resident #4's physi
June 1, 2007 includ

greater than 100 de

experlencmg pam a
and foot. The ER d

primary care physic
Qctober 4, 2007 did
however, his SOAP

the programs and the resident now was to

e home and dance for up to 3

minutes with staff instead of the ROM exercises,

been updatédl to reflect the

. In addition, the HMCP failed: 1‘0 reflect the use
of medication for treatment of Jo{nt pain.

cian's orders (POs) dated
ed a handwr tten notation

dated May 1, 2007 for Tylenol 325 mg x 2 tabs
was ordered as needed for pair iofr temperature

grees. On October 2, 2007,

the resident was evaluated in a hospltal ER after

fd swelling of his right thigh
scharge summary listed as

primary diagnosis "arthritis - degenerative." The

an's SOAP inote dated
not reflect 'glenol for pain;
note dated Gctober 13, 2007

inciuded "P: Tylenol

Tylenol. The most

3. Facility staff faile

performance, as foll WS ] i

for joint paln‘ * The October

13, 2007 SOAP note failed to spemfy the
frequency/ parametérs for admihistration of the
Hecent physician's orders
issued/ printed by the pharmacy, dated
September 1, 2007, did not refléct Tylenol.
Further review of thi resident's medlcai record
failed to clarify whether the Octdber 13, 2007
SOAP note was a céntmuation of Tyfenol onan
as needed (PRN) basis or whetlﬂer it represented

a change to daily/ routine treatmerit order.

{ 't .
d to documeht in Resident

#1's and #4's records curent/ observed
behavioral data that was reﬂectl{/e of residents’

a. On November 1«4I 2007, at approxnmately 7:00
AM, Resident #1 was observed dlsplaylng '
inappropriate behavior at the breakfast table.

DI WASHINGTON, DC 20019
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She screamed and itried to grab or strike
Resident #6 with her hand. Re5|dent #1 knocked
over a mealtime protocol that was an the table.
Direct support staff intervened &nd when the
resident did not immediately calm down, they
wheeled her into the living roomarea and away
from the other residents. On NOVember 16,
2007, at approximately 3:45 F’M, review of the
re5|dent's behavior support plan:(BSP), dated
October 5, 2007, re}/ealed that !s¢reaming" and
"reaching for/ grabbing others" were both
targeted maladaptl\ie behawors The BSP
instructed staff to décument every occurrence.
Review of Res;dentl#‘l s behavior'data sheets a
few minutes later, however, revealed that staff
had not documented the obseNed behavioral
incident in her record. g )
|
b. On November 14, 2007, at455 PM, Resident
#4 was observed in |the front foyer engaged in
karaoke activities with direct support staff and the
Qualified Mental Retardation Professional
(QMRP). At approx1mate|y 5:00:PM, the QMRP
presented an alphabet puzzle bpard to him, twice.
He rejected the puzzie board anéi slapped his
- face a few times. He complied § Wlth the QMRP's
request that he kee¢ his hands away from his
face. Atapproximately 5:30 PM, Resident #4
was observed. in the front foyer wlth a direct
support staff person' The resident was
stimulating himself manually in hls genital area.
The staff person suggested that he move his
hand away, and he complied. Gp November 16,
2007, at approxzmately 3:49 PM;: review of
Resident #4's BSP, dated August 19, 2007,
revealed that “face slappmg ancf "pubhc
masturbation" were both targetad maladaptive
behaviors. The BSP instructed staff to document
every occurrence. F&ewew of Resxdent #4's :
behav:or data sheets a few mmutes later,
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however, revealed that staff haé not documented
the observed behavioral incident in his record.

This is a repeat deficiency. See"g Federal
Deficiency report dated Octobeﬂ}s-, 2007 - Citation
w252,

1401 3520.3 PROFESSION SERVIC%S: GENERAL | 401 4ol
PROVISIONS an

Professional services shall inclq‘tﬁie both diagnosis
and evaluation, inclyding identification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further loss of funation by the
resident. i

This Statute is not met as evidenced by: “This glra-h;_ke will e
Based on staff interview and redérd review, the eol &@V\Cﬁd .
facility failed to ensure nursing sérvices in YY\er— Qs

accordance with theineeds of 0!{14’3 of the six
residents in the samPIe. (Resident #4)

I
il
i
b

|
The findings include{

| il response. (12419
1. Nursing supervisé:rs failed to‘provide ensure Cross r'gﬁ?,rm 907

effective monitoring of Resident#4's flu shot o 1281\, Omﬁmm)
area, for signs of potential adverse reactions/
side effects of the fly shot. JI .

Cross-refer to 1291. |On November 15, 2007, at
approximately 12:30/PM, review: of Resident #4's
Nursing Progress Notes revealed that on
November 10, 2007,!8:30 AM, a:nurse wrote the
following: “slight pink area on right hand. No pain
noted. Area cleaned with normal saline...PCP
made aware." At 1:08 PM, the "day nurse" stated
- that the resident had| réceive a fill shot on

November 9, 2007.
]
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Continued From page 9 j

- Telephone mterwew with the LF*]\I who had made
the entry, at 1:16 PM, revealed that the nurse had
seen the pmk area én the "uppel' arm, near the
shoulder." Further interview revealed that he had
not been aware that the reszdeﬂf Had received a
flu shot on the day ¢efore The!flu shot, however,
had been documented in the sgme Nursing
Progress Notes, on'NovemberQ 2007

2. Nursing staff failed to updatEI reVIse Resident
#4's HMCP, to reflel:t a change in the resident's
physical therapy prd|grams

ilf
3

On November 15, 2007, at Review of Resident
#4's Health Management Care Plan {HMCP),
dated 9/24/07, revealed that the ,arthntls was not
new. The HMCP influded “poténtial for pain due
to DJD." The HMClJ*l’ indicated tﬂat staff were to
provide the resxdentlrange of mgtion exercises
and to monitor for signs of pain;: However, review
of the resident's updated Individual Support plan
(ISP), dated October 5 2007 revealed that his

changed the programs and the r sident now was
to ambulate around the home ahd'dance for up to
3 minutes with staff lnstead Thé HMCP had not
been updated to reflect the new! iSP objectives.

In addition, the HMGP failed to reflect the order
for Tylenol 650 MG Tor pain (PRN or otherwise).

It should be noted that review of Resrdent #4's
data sheets later that afternoon revealed that he
had been refusing to ambulate or to dance since
the beginning of October 2007. At approximately
3:30 PM, interviews With the QMRP day nurse
and the Director of Nursmg revealed that direct
support staff who were responsnble for
implémenting the’ programs had hot been trained
on detecting signs ot symptoms;of joint pain.

401
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1 422 | Continued From page 10 i t 422
| 422| 3521.3 HABILITATION AND TRAINING | 422 422
Each GHMRP shall pravide hab litation, training 35 Z ‘ ’ g

and assistance to resldents in accordance with
the resident ' s Individual Habllrtatlon Plan.

This Statute is not met as ewdenced by:

Based on observation, interview,and record
review, the facility falled to provide habilitation,
training and assistance in accorﬂance with
residents' [ndividual Support Plans (ISPs), for five
of the six residents jn the sample (Residents #1,
#2, #3, #5 and #7)

i
:vi
1

The findings lnciude - f

1. Cross-refer to Federal Defrclency Report - " Cross reherence rOspONseS 12240-07

Citations W120 and W159. The GHMRP failed | ‘o ederal Dekicen GG
to monitor to ensure that day programs 7__0 &nd w w\q )
implemented Resident #2's and #5's mealtime W,por - Wi 4

protocals, as updated on October_15 2007.

2. The facility failed to ensure that transfer
sheets were purchased and/or used as
recommended for Iﬁesrdents #3,1 #7 and #2.

a. Resident #3 was observed séeﬁed in his
wheelchair on November 14, 2007 at 8:52 AM.
The review of Resrqent #3's physncal therapy (PT)
assessment, dated April 24, 2007 on November
16, 2007 at 2:37 Pl\f revealed a transfer sling was
recommended. Interview with direct care staff
and observation on November 16,, 2007 3:00 PM
revealed the transfer sling was in the resident ' s
bedroom. lntervxew with the QVIRP at 3:15 PM
indicated that the transfer sling should be placed

| underneath the resident when hé is in his

| wheelchair, The resident was observed returning T

home from his day progrant at < 40 PM on - o - .-
November 16, 2007 without his transfer sling in
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1422 | Continued From pa

his wheelchair, oo
b. On November 1¢i, 2007 at 8:320 AM Resident
#7 was observed seated in her:wheelchair. The
review of her PT assessment, dated June 16,
2007, revealed a relcommendatlon to purchase a
transfer sling. Observation and linterview with
staff on November rl5 2007 at*approxmately
2:50 PM revealed the transfer gling was in the
resident's bedroom; Interview with the QMRP at
2:55 PM revealed trile transfer sllng should stay
with the resident to ’ensure proper lifting.

¢. On November 11,1, 2007, at 6 43 PM, the
QMRP and a certified nursing dssistant were
observed transferrnﬁg Resident; #2 from her i
wheelchair into a recliner in the: {iving room. They
had some difficulty Qettlng the réS|dent whose
records indicated was obese, through the
process. On Noverpber 15, 2007, at 6:50 PM,

the QMRP confirmed that therel ad been some
difficulties in transfe[rrlng the resldent. She
further indicated that Resident #2 was resistive to
participating in the transfer process to any
degree. At 7:02 PM, review of Resident #2's PT
assessment, dated June 16, 2007, revealed a
recommendation to]purchase an transfer shng
and a "wedge to useé with reposmonlng while in
bed." At7:11 PM, qbservatlon of the resident's
bed failed to show evidence of al wedge pillow
and there was no tréllnsfer sling in the resident's
wheelchair or in her,bedroom. At that time, the
QMRP acknowledgéd that nelther the transfer
sling nor the wedge! pllfow had been purchased to
meet Resident #2's aasessed needs

3. The GHMRP fall!ed to tmplement programs as
outlined in Resident#2's Individu al Program
Plans (IPPs), as follows: | )
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On November 14 2007 a direct support staff
person was observéd feedlng Resident #2 her
dinner. After spoonlng approximately 5 spoonfuls

of food, the staff togk the resident's spout cup
and 'dropped' a droﬂ) or two of water into the
resident's mouth, before resuming with the
feeding. She repeaied the process again and
throughout the meal. At no tlme was the staff
observed to offer arjencourage the resident to
place her hand on t e spout cup. On November
15, 2007, at 10:12 AM, review df the resident's
IPP revealed a program for Resudent #2 to
"participate in bringihg her cup €6 her mouth to
drink when given hand over hand assistance...
Staff were not obserlved mpleméntmg the
program as written Aunng dlnne_g 1 on November
14, 2007. ~ .
il
4. Cross-refer to Federal Deficigncy Report -
Citation W436. The;facility failed to ensure that
adaptive equipment |identified aé needed by the
interdisciplinary team were furnlshed and
maintained for three of of the six;clients residing
in the facility. (Clients #1, #3, ahp! #7)
The findings include _’
a. The facility failed to ensure tlmely repair of
Client#1's and #3's wheelchalrs

b. The facility failed to furnish the recommended
knee braces for Clients #3 and #?.

{t 500} 3523.1 RESIDENT'S RIGHTS ! . ason | (15CO) Rl
? =523.1 Pesdents Nghty
Each GHMRP residence director shall ensure
that the rights of residents are observed and B ) o _
i protected in accordance with D.C. Law 2-137, this
© | chapter, and other applicable Dlstruct and federal
laws. i
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This Statute is not met as evidéhced by: Tws Srotude, will be mekr
Based on observatir?n, interview and record 0 eNAeNns ‘oa%
review, the facility to ensure the tight to receive
habilitation services land supports in accordance
with identified needs, for five of the six residents
in the sample. (Residents #1, #2, #3, #5 and #7)
The findings include
; : ; respPonSe
1. Cross-refer to Federal Deficiency Report - Q) UDSS ‘(WQXCYEA’)C%L
Citations W120 and \W159. Thé!GHMRP failed to derml Denaency
to monitor to ensure! that day programs th‘ wlaq .
implemented Resident #2's and#5's mealtime RﬁPOrJr wizb 9
protocols, as updated on Octobér 15, 2007. (21 '.07
o ce. vego 1S onpoth
2. Cross-refer to 1422.2. The facility failed to @) (ross. relerence oy
ensure that transfer sheets and/or wedge for ‘o W 22,2
repositioning were purchased and/or used as
recommended for Residents #3; #7 and #2.
| i .
i HE OSS (e VESPSTS@
3. Cross-refer to Federal Deficiency Report - @) C ns\'ﬁec-e fé) fede v
Citation W210. The facility failed to ensure that res e
Resident #4 received an updated Occupational Defiaency) Rego
Therapy assessment, timely. i : \M 210,
il ‘
4. Cross-refer to Federal Deficiéncy Report - ‘ N NEL
Citation W249. The facility failed to ensure that @") QXOQE’ (E(&V € V‘%P
l:aill s'_tgff \;vzrze trainef to e?;.lecti;e]y ihglen;t)ent to Federal De@lﬂ@n&,}
esident #2's spout cup (hand-éver-han .
training objective. Beport W 2uQ,
5. Cross-refer to Federal Deﬁciéingy Report - '
Citation W436. The|facility failed to ensure timely (2) QJIO‘DS m@erwgg.mponse_
repair of Client #1's and #3's whielchairs and Tedeyel
failed to furnish the recommendgd knee braces vo ol QGE\C(&V\U?
for Clients #3 and #7. - - ) Ceport \W H2G,
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